Spinal injury patients initially treated by intermittent catheterisation (lUG) and those who received a fine-bore suprapubic catheter (SPG) have been reviewed.
Intermittent catheterisation was, for many years, the treatment of choice for bladder drainage in the acute phase following spinal cord injury. Conventional suprapubic cystostomy, preferred during World War II by the US-Navy is no longer advocated because of the detrimental effects on the urinary tract. In recent years, however suprapubic drainage has been revived as an early uro logical management technique in paraplegic patients using fine-bore (per cutaneous) suprapubic cystostomy.
At the Spinal Injury Centre of the Bergmannsheil Clinic in Bochum, all patients seen in the acute phase of spinal cord injury before 1979 had intermit tent catheterisation (IUC). After 1979, fine-bore suprapubic catheterisation (SPC) became our method of choice. To compare the two methods of bladder drainage we reviewed the patients treated at our hospital with IUC (1976 IUC ( -1979 and SPC (1979 SPC ( -1983 , and present the results here.
Patients and methods
A total of 134 patients treated with IUC and 128 patients treated with SPC 
were selected for study. Selection was done according to the criteria shown in Table I to ensure comparable results. The two groups were further comparable as regards sex distribution, age, neurological level of lesion and delay before admission (Table II) .
In the IUC-group we used the well-known 'non-touch-technique' as de scribed by Guttmann and Frankel (1966) . The Cystofix System was employed for SPC.
The SPC was inserted initially on admission to the Spinal Cord Centre. The bladder was filled with 400-500 ml of an 0'9�o NaCI solution and a fine-bore suprapubic catheter inserted according to the manufacturer's instructions (Cystofix-System, Fa. Braun, Melsungen). The punch cystostomy should only be done by a doctor familiar with this technique. Safe performance of per cutaneous cystostomy is greatly facilitated by a markedly distended bladder. Sometimes bladder filling through a transurethral catheter is necessary. The procedure itself should be performed under local anaesthesia. The suprapubic area is shaved and prepared with an alcoholic PVJ -solution in sterile fashion.
Exactly in the midline approximately 2 to 3 cm above the pubic symphsis the skin and the underlying tissue is infiltrated with a local anaesthetic. A long spinal needle is used for that procedure so prospecting for urine to locate the bladder is possible. Then a stab incision is made in the skin with a scalpel blade. The cannula is then pushed posteriorly until urine returns. The specially de signed cystostomy tube is then passed through the cannula into the bladder. The tube is fixed to the skin with a nonabsorbable suture and a sterile dressing is applied. 
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The bladder was then drained continuously into a closed drainage system. At the end of the spinal shock period, the SPC was clamped for 2-4 hours until micturition occurred.
Results

Establishment of micturition
The time of first spontaneous or assisted micturition was statistically not signific antly different in the two groups.
Urinary tract infection
The time of first infection does not differ significantly in the two groups, nor does the number of infected patients, as is shown in Figure 1 .
However, if the distribution function of the first bacterial invasion is con sidered, the differences between the two groups become more obvious (Fig. 2) . The probability of infection within the first 35 days is 71'9% in the IUC, but only 50'1'0 in the SPC-group.
First infecting organisms
Not only is there a statistically significant difference in the number of infected patients in the two groups, but also the first infecting organisms show a pro nounced difference (Table III) . In the IUC-group the most frequent organism is E. coli, directly followed by Proteus, while in the SPC-group Staphylococcus aureus is followed by E. coli. Proteus infections in this group were remarkably less common than with IUC (3'7°0 compared with 26·1 �o).
In summary, in the IUC-group an infection with so-called 'problem bacteria' is more likely to occur than in the SPC-group. To confirm this result we re-5. IUC is more time-consuming than SPC.
Furthermore Peatfield, Burt and Smith have shown that the long-term results with SPC are comparable to those obtained with IUC.
